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Superintendent Physical Therapist, King's College Hospital, London 
I feel it is a doubly great honour to be 
asked to talk to the Australian Physio-
therapy Association on an occasion such as 
this. A physiotherapy meeting linked with 
the first international congress for the wel-
fare of cripples to be held in Australia is a 
most important event. 
May I say first what a great pleasure it 
is for me to be in Australia. We have 
been fortunate at King's College Hospital 
in having a number of Australian physio-
therapists working with us. At present 
in one physical medicine department we 
have five Australians: two physiotherapists, 
two occupational therapists and one 
almoner. It is a pity that the distance 
and fares make interchange so difficult, for 
there are many of us who would like to 
come here. At all events I bring the greet-
ings of one society of physiotherapists to 
another. 
It was the link between the physiothera-
pists of our two countries which finally 
influenced me in my choice of subject. This 
did not seem the occasion on which to 
describe to you a technique or a recent 
development in any one field. I was con-
scious of the fact that I would meet here 
not only Australian physiotherapists who 
have not been to Britain but many who had, 
and also perhaps some English physio-
therapists working in Australia. To all of 
you 1 thought that I should give a progress 
report on the way in which our working 
lives at home have been modified during the 
past ten years and a brief description of the 
lines along which it seems that our profes-
sion will develop in the future. These, I 
hasten to add, are my personal views and 
are not an official viewpoint. 
When one lives with something one does 
not notice the small day-to-day changes 
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which occur; the family of the invalid who 
is gradually getting better do not see the 
marked improvement noticed by the occa-
sional visitor. Similarly, one does not mark 
the changes occurring in one's own profes-
sion until some occasion such as this gives 
one cause to stop and think. Time has 
brought many changes since the immediate 
post-war period, although I do not pretend 
that these are unusual or spectacular. It is 
fair to say that on the whole these changes 
are the result of a critical appraisal of the 
value of some methods of treatment in the 
light of modern demands. Much of this 
criticism, and I mean nothing but well-
meaning and constructive criticism, has 
come from the physical medicine specialists 
with whom we work. 
T H E CONSULTANT IN PHYSICAL MEDICINE 
It is now accepted that many of our 
departments work under the direction of a 
consultant in physical medicine so that the 
physiotherapist no longer works directly 
under the respective consultant. For physio-
therapists there are advantages and dis-
advantages. Many of us have been made to 
think more critically about our treatment 
techniques. Do we know why we are giving 
them? Can we explain the way they work? 
Do they work? Might they work better? 
Are we carrying them out as well as we 
could ? These are but a few of the questions 
which the enlightened consultant can pose 
every day to his physiotherapy staff. Some-
times there has been resentment of these 
specialists, with the feeling that they are 
removing a considerable amount of responsi-
bility and initiative from the physiotherapist, 
This is true, but this is surely inevitable in 
view of the changing concepts of rehabilita-
tion. Now that we have many people 
working together in a team under the direc-
tion of one person, that one person can only 
be a doctor 
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TECHNIQUES LESS FREQUENTLY USED 
Perhaps the most striking of other 
changes in most departments today in Great 
Britain is the gradual but steady disappear-
ance of electrotherapy techniques. Constant 
current methods of treatment are rapidly 
becoming a rarity, for their alleged modes 
of action, in general, do not stand up to 
critical scrutiny and their proved effects may 
not justify the time and effort spent on care-
ful preparation. Why give salicylate ioniza-
tion when two aspirin tablets introduce a 
far larger and more effective amount of 
drug in much less time? 
Methods of nerve stimulation, such as 
faradism, are now usually used only to 
reinforce the teaching procedure of active 
muscle contraction, to which it should cer-
tainly be no more than preliminary. 
The value of interrupted galvanism is a 
controversial problem. Does it or does it 
not justify itself in the treatment of nerve 
lesions, for without doubt treatment must 
be very lengthy to produce its alleged effect 
of retarding muscular atrophy? Most of our 
physical medicine specialists consider that 
it should be given only when long-continued 
attendance does not jeopardize the patient's 
chances of employment. 
Shortwave diathermy, for so long the 
standby of the physiotherapist in the battle 
against infection, must surely be used less 
as modern chemotherapy produces more and 
more spectacular results. At the moment 
much research is being done to assess how 
much deep, penetrating heat is obtained by 
this method: is it more effective than a hot 
bath or a hot-water bottle? 
Now what do we as physiotherapists do 
in face of these discoveries? Do we hide 
our heads like ostriches in the sand and go 
on using our time-honoured techniques, as 
some of us do, or do we discard those dis-
puted treatments and turn to those of proved 
value? There is, of course, always the real 
danger that reformers may go too far. This 
may be inevitable but perhaps before long 
the pendulum will swing in the opposite 
direction. 
I feel, for example, that the "anti-massage 
movement" has gone a little too far and that 
in time its virtual disappearance from our 
treatment rooms will be regretted. How-
ever, by setting up investigating boards the 
Chartered Society of Physiotherapy is 
examining the question. One hopes that all 
future modes of treatment will have the pre-
liminary backing of confirmed physiological 
reasoning. 
NEW TECHNIQUES 
You might think, from what I have said, 
that disappearances have been the only 
changes in the physical medicine depart-
ment, but with these has come the introduc-
tion of new therapeutic methods. Neuro-
muscular facilitatory techniques, which 
originated in America, are a good example. 
As in Australia, so in Great Britain, these 
techniques are gaining in popularity. You 
might almost say that we are on the crest 
of a Kabat wave. Enthusiasm for them 
should, I think, be tempered with modera-
tion, We must avoid the danger of abusing 
them and detracting from their value by 
injudicious use. We should now make a 
critical assessment of these methods com-
pared with older procedures and decide 
when and where this skilled and time-
consuming therapy is specifically indicated. 
Hydrotherapy was formerly a branch of 
our profession for which separate training 
was required. Postgraduate courses which 
included pool therapy and related techniques 
were held and required considerable physical 
strength and endurance. The hydrotherapist 
in training lost weight more quickly than 
the passing of an English summer. 
Now the picture has changed and hydro-
therapy is incorporated in the general 
training syllabus. More and more rehabilita-
tion centres are providing pools and the 
training schools cannot lag behind. King's 
College Hospital has made the supreme 
sacrifice to further this end: what were 
originally the doctor's consulting rooms 
have now become the pool. 
The inclusion of hydrotherapy in the 
syllabus is a progressive step because the 
modern therapist should be basically trained 
in all techniques of physical rehabilitation 
and it is essential that she should be able 
to treat the patient as a whole. Hydro-
therapy, with exercise, electrotherapy or 
any other treatment, should be an integral 
part of the whole scheme and not something 
standing in isolation. Specialization can be 
developed after basic training. 
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FUNCTIONAL ACTIVITIES 
In the field of remedial exercises the 
so-called Swedish remedial exercises, on 
which we grey-haired physiotherapists were 
reared, have virtually disappeared. Formal 
exercise is giving place to free activity and 
the term "functional activities" is the 
expression of the moment. The retraining 
of a patient in the functional activities of 
daily living is surely a logical development 
of physiotherapy as it was meant to be. 
The changing pattern of remedial move-
ment is perhaps one of the most obvious 
features of our departments in Britain 
today. We are also beginning to replace 
more formal apparatus with everyday furni-
ture, such as a low bed, armchair, bath and 
water closet, so that retraining is carried 
out in conditions similar to those of the 
patients' homes. It is essential that the link 
between departmental and environmental 
activities should be appreciated and that 
physiotherapists should learn the conditions 
in which their patients have to live and 
work. In this context I should like to tell 
you of a small experiment we are making 
at King's College Hospital. One of the out-
patient sections has been converted into an 
assessment unit where physiotherapists and 
an occupational therapist work side by side 
in determining the patient's capabilities for 
independence and in retraining his ability 
to perform the essential activities of daily 
life, No seriously disabled inpatient is 
allowed home without passing through this 
centre but outpatients also attend for help. 
Visits are made to assess physical difficulties 
in the patient's home and assistance is given 
in a multitude of ways. However, we should 
watch the dangers of this trend too; we 
must not become so obsessed with func-
tion that we forget the treatment of the 
local lesion, which is often of paramount 
importance. 
In the same way, training for indepen-
dence must be related to the patient's 
individual circumstances. 
I must tell you about a patient who came to 
our new assessment unit. She was 57 years of 
age and she had a fractured pelvis with a frac-
ture involving the acetabulum After treatment 
she was independent. She managed to bathe, 
using the bath-seat, under supervision in the 
department. She did this once or twice and then 
asked if she might borrow it for the week-end 
to take to the ward to practise bathing by her-
self. The request was granted. On Monday 
morning a jubilant patient recounted her success; 
she had had a wonderful time with bath after 
bath over the week-end. We preened ourselves 
and felt "success at last", only to be consider-
ably deflated on finding that the patient had no^  
bath at home and was merely revelling m the 
novelty of having one. 
The important lesson of this experiment 
is that the physiotherapist and the occupa-
tional therapist, with both staff and students, 
are learning to work side by side in the 
same department. I know this is not new 
in other countries but it is in Great Britain, 
and King's College Hospital is quite a 
pioneer in this field. By training our 
students in this policy of cooperation we 
are helping and hoping to establish a pattern 
for the future. 
TEAM WORK IN MANAGEMENT 
I am sure that the physiotherapist of the 
future has got to be essentially a person who 
can cooperate with other members of the 
medical rehabilitation team. The time of 
isolation for us is now past and the era of 
team work has begun; in these days of 
specialized rehabilitation and resettlement 
of patients no one member of the team can 
get on by himself. Cooperation is vital 
between nursing and physiotherapy staff, 
between physiotherapists and occupational 
therapists, between occupational therapists 
and social workers, and all the other pos-
sible permutations of these. All will play 
their part under the captaincy of the medical 
officer in charge of the patient, and it is 
here that perhaps the physical medicine con-
sultant can play his most important role. 
By his enthusiasm and example, or lack 
thereof, he can make or mar the whole 
programme. 
It is in this atmosphere of "combined 
operations'* that our students should now be 
trained. I sometimes wonder whether our 
leaders in this field are not a little slow in 
moving with the times. Perhaps one wants 
too much too quickly but one has the feeling 
that our physiotherapy syllabus does not 
change with the rapidity which one might 
hope for. I have been told something can-
not be taken out of a syllabus until there is 
something better to put in and to show the 
new addition is "something better" it must 
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first be proved worth while. It is, therefore, 
all the more essential that physiotherapists 
not only maintain the highest standards of 
treatment but also use fully effective and 
realistic methods. Unless our treatment is 
proved valuable by the results obtained, it 
will meet only the scorn which it will 
deserve and our status, compared with other 
professions, will fall. 
RESETTLEMENT CLINICS 
The resettlement clinics which we hold 
at King's College Hospital deserve mention 
because they may be new to you and they 
have proved of value. The clinics were 
started to link the medical, social and indus-
trial care of disabled patients. There are 
three types of clinic — internal, social and 
industrial — and each is held once a month. 
At the internal resettlement clinic we have 
an informal meeting between doctor, 
almoner, physiotherapist and occupational 
therapist. We have no visitors, no students 
and no patients. About ten severely dis-
abled patients are discussed. It is an oppor-
tunity to gather all the threads together so 
that we all know where we are going and 
what each member of the team is doing. It 
has proved a valuable and essential clinic. 
At the social resettlement clinic there are 
the hospital team, the patient's general 
practitioner, if he can spare the time, and 
the local nursing and welfare officers. After 
discussion a tentative plan of action is made. 
The patient is seen and encouraged to give 
his views and a final decision is made on the 
action to take. 
The industrial resettlement clinic is 
attended by the disablement resettlement 
officer from the local employment exchange 
of the Ministry of Labour. The patient 
and his problems are discussed, the patient 
is seen and a specific plan for his future is 
decided. 
Patients can be referred to these clinics 
by the hospital consultants, general prac-
titioners or any outside authority. The 
service provides liaison between the hospital 
and those outside, a liaison which, if it 
fails, may well let the patient down so that 
our efforts are in vain. Such failure must 
be avoided at all costs, 
CONCLUSION 
I hope that I have, in a small measure, 
shown you the lines along which I believe 
we are thinking at home. You are a young 
country and an expanding country. You 
are establishing new centres and breaking 
new ground and I envy you this wonder-
ful opportunity. Some of my happiest years 
were spent building up a small paraplegic 
centre where everyone except the patients 
and myself had to be convinced that physio-
therapy was worth while; they were. 
Pioneering physiotherapy, no matter in 
what branch or specialty, is most rewarding. 
At the same time we must ask ourselves 
two burning questions both as individuals 
and as members of the profession. Are our 
techniques meeting the new demands? 
Should we be making further changes in 
order to provide physiotherapy most suited 
to present-day needs? 
